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ABSTRACT
The purpose of this study was to evaluate the 
effectiveness of the California Brief Multicultural 
Competence Scale (CBMCS) and training program provided to 
San Bernardino County-Department of Behavioral Health 
(DBH) practitioners, staff, and contract agency employees 
providing mental health and alcohol and drug treatment 
services, from December 2007-April 2008.
A multiple methods design comprised of a test-retest 
and a post-test only design with a control group to 
reduce a single group threat to validity. Both methods 
were used to measure the consistency of the CBMCS 21 
item- Likert style self-report instrument to assess a 
practitioners' perceived level of their cultural 
competencies.
A voluntary sample comprised of two groups, of 129 
San Bernardino County contract agency employees, DBH 
practitioners, and staff participated in the study. 
Participants were contacted in person, via e-mail, and by 
phone to inquire if they would complete the CBMCS 21-item 
posttest, demographics, and consent forms.
A t-test analysis was used to compare variables and 
differences in means from the experimental group 
test-retest and posttest only control group outcomes.
Results point out there was no statistical difference 
between the groups.
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CHAPTER ONE
INTRODUCTION
The content of Chapter One presents an overview of 
the project. The problem statement and purpose of the 
study are discussed. Finally, the significance of the 
project for social work is presented.
Problem Statement
As the racial and cultural composition of the United 
States continues to change, social service practitioners 
must understand the role of culture when providing mental 
health treatment. A vast array of literature documents 
findings that multicultural training curriculum for 
graduate level professionals, including therapists, 
counselors, social workers, and other social service 
practitioners provide minimal cultural competencies. 
According to Korman (1974), as cited in Sue, Arrendondo, 
and McDavis, "the provision of professional services to 
persons of culturally diverse backgrounds by persons not 
competent in understanding and providing professional 
services to such groups shall be considered unethical" 
(1992, p. 480).
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Since the 1970s, immigration rates to the United 
States (U.S.) continue to increase creating changes in the 
racial and cultural structure of our society. The U.S. is 
no longer a monolingual, monoracial country, but a country 
that is multiracial, multicultural, and multilinguistic. 
This shift has created a growing need for society, as a 
whole, to recognize that one of the greatest challenges 
minorities face is in their ability to access quality 
health care services.
While there are many areas of health care that need 
improvement, studies point out the greatest disparities 
seen are in the lack of quality mental health treatment. 
As stated in the Surgeon General Report "Mental health is 
fundamental to overall health and productivity" (1999, 
p. 3). According to the Surgeon General,
this supplement has identified striking disparities 
in knowledge, access, utilization, and quality of 
mental health care for racial and ethnic minorities. 
(2001, p. 7)
For social service practitioners this requires a need to 
understand the important role of cultural competency when 
providing mental health treatment to minorities.
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This is not to say that practitioners should be at 
fault for any lack of cultural understanding. Various 
studies show that training for graduate level 
professionals, including psychiatrists, therapists, 
counselors, social workers, and other social service 
practitioners lack cultural competencies. According to 
Sue, Arrendando, and McDavis "Since early 1970, it has 
been gratifying to witness the increase in both literature 
and graduate training programs addressing the need to 
develop multicultural awareness, knowledge, and skills" 
(1992, p. 477).
•Throughout the last three decades, there has been a 
recognition that the influences of culture on mental 
health continues to grow. Per Hills and Strozier, in 
press, as cited in Sue et al., "by the year 2002, 89% of 
graduate education programs now offered multicultural 
focused coursework" (2002, p. 477). Yet, to date effective 
mental health treatment for minorities has not been 
achieved and is lacking in cultural competencies.
Without this knowledge, practitioners continued to 
assess clients using the Diagnostic and Statistical Manual 
(DSM) developed for western culture mental health care 
treatment to diagnose mental health conditions (American
3
Psychiatric Association, 1994). Western developed 
therapeutic treatments are provided to clients regardless 
of race, ethnicity, or culture. Practitioners believe by 
doing this that all clients, including minorities, receive 
equal, quality services.
The greatest disparities in mental health treatment 
provided to minorities are in the lower quality of care 
along with a lack of access to services. The fact that 
mental illness can affect anyone, regardless of race, 
ethnicity, gender, or age, substantiates a need that all 
people have for the right to accessible, effective, 
quality treatment. The disorder of mental illness 
influences a person's behaviors, thinking, and their 
ability to function in daily life. For many minorities, 
the internal and external burdens of mental illness create 
problems for the person, their families, and society (The 
National Alliance on Mental Health (2008).
According to Miranda, Nakamura, and Bernal (2003) "at 
the current time we have little basis for understanding 
disparities in response to treatments provided to ethnic 
minorities" (p. 480). Yet studies confirm there are 
clinicians that do provide different types and quality of 
treatment to minorities. While the reasons for this are 
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not clear, causal factors attributed to this are believed 
to be biasing and stereotyping of minority 
characteristics. Practitioners have a responsibility to 
become aware of their own bias and attitudes, in relation 
to minority populations and to avoid projecting these 
feelings onto the client. By doing so, the practitioner is 
able to treat the client with the respect they deserve to 
build an effective client/practitioner relationship. Gamst 
and colleagues (2008), declare that additional barriers 
deter racial and ethnic minorities such as, mistrust, and 
fear of treatment, racism and discrimination, and 
differences in language and communication (p. 35).
In order to provide culturally competent mental 
health services, professionals must be adequately trained 
using curriculum grounded in the components of cultural 
influence such as self-efficacy, beliefs, practices, 
attitudes, and behavior. To date, this training has not 
been provided, creating this dilemma.
Purpose of the Study
The purpose of this study is to evaluate the 
effectiveness of the California Brief Multicultural 
Competency Skills (CBMCS) 21-item self report instrument 
5
and training provided to County contract agency employees, 
practitioners, and staff working for the Department of 
Behavioral Health (DBH), during December 2007 through 
April 2008.
The CBMCS was constructed from five self-report 
cultural competency instruments, as a self-reporting tool 
for practitioners' to assess their level of cultural 
competency skills. In addition, the training was developed 
with a focus to provide educational curriculum on culture 
to help develop, increase, and enhance cultural competency 
skills in those providing treatment.
Past studies and literature point out that 
exploratory research on various self-assessment 
instruments and trainings have been conducted, with 
conclusions that do not validate effectiveness. According 
to Gamst, Der-Karabetian, Dana, Aragon, Arellano, Morrow, 
and Martenson (2 004) , "Multicultural competency 
instruments were constructed and evaluated primarily in 
the context of counselor training programs" (p. 165). 
Further review of the instruments noted limitations as the 
questions were aligned to measuring a practitioners' 
perception of their abilities and beliefs rather than 
their skills.
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According to Chun (2010), "successful cultural 
competency training should have lasting impact on its 
participants in terms of long-term, ideally permanent 
changes to attitudes, knowledge and skills resulting in 
the provision of optimum care, regardless of an 
individual's cultural background" (p. 613).
An evaluation for outcomes is essential to 
demonstrate if the CBMCS contains content validity. These 
outcomes will help determine if the CBMCS constructed from 
cultural competency self-assessment tools used in the 
past, provides more than information but leads to a change 
in culturally competent behaviors.
Significance of the Project for Social Work
The United States is no longer a country of citizens 
of Eastern European descent. Today, we live among a 
society full of a rich diversity of people of various 
ethnicities with their own cultural practices, and 
beliefs. While the sentiment exists that everyone, no 
matter what race, ethnicity, or culture, deserves fair and 
equal treatment, reality points out that racism, 
prejudice, and bias still exist.
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Cultural competence begins by understanding and 
recognizing the importance of environmental, social, and 
cultural influences that affect one's development, 
cognitions, and behaviors. For social workers providing 
services to a diverse, multicultural population the need 
to gain the skill sets to exhibit culturally competent 
behaviors is critical. Social workers must be continually 
exposed to education and training on cultural competency 
to increase their knowledge, awareness, and understanding 
on the importance of culture. This increased education 
will allow social workers to continually enhance their 
cultural competency skills to deliver services that are 
accessible and culturally appropriate to a changing 
consumer base.
The Significance of the Study on Social Work
If effective the CBMCS training can be presented to 
students, at colleges and universities, in the Behavioral 
Science programs of Social Work, Psychology, and Master 
Family Therapist to provide additional educational on 
cultural competency standards and skills. This increasing 
knowledge will help aid social workers understand and 
recognize cultural differences among clients to deliver 
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services that are accessible and culturally appropriate to 
a changing consumer base.
In addition, social workers pledge to follow the 
National Association of Social Workers' (NASW) Code of 
Ethics. According to the preamble, approved by the 1996 
NASW Delegate Assembly, social workers' "primary mission 
is to enhance human wellbeing and help meet the basic 
human needs of all people, with particular attention to 
the needs and empowerment of people who are vulnerable, 
oppressed, and living in poverty" (Van Wormer, 2006, 
p. 421). Social workers are instructed to pursue social 
change and seek to promote knowledge about oppression, 
(Van Wormer, 2006, p. 424); therefore, they know 
oppression exists, so it is their duty to advocate for 
those who cannot advocate for themselves. The National 
Association of Social Workers Code of Ethics also 
instructs social workers to improve social conditions 
through resource development, planning, and social action 
(Brueggemann, 2006, p. 11, p. 67, p. 119). Therefore, the 
development of culturally competent trainings and 
curriculum can only enhance the quality of life for all 
individuals.
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Without cultural competence proficiency, social 
workers will unknowingly violate the very people they vow 
to help. This study proposes to evaluate the CBMCS 
trainings to assess the level of cultural competence 
proficiency for practitioners in providing mental health 
treatment to minorities.
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CHAPTER TWO
LITERATURE REVIEW
Introduction
The United States is no longer a country of citizens 
of European descent. Today, we live among a society full 
of a rich diversity of people from different races, 
ethnicities, with different cultural practices and 
beliefs. While the sentiment exists that everyone, no 
matter what race, ethnicity, or culture, deserves fair and 
equal treatment, reality points out that racism, 
prejudice, and bias still exist. For practitioners working 
with a diverse, multicultural population the need to gain 
the skill sets to exhibit culturally competent behaviors 
is critical. By doing so, the practitioner can develop a 
relationship of understanding and provide effective 
services.
Affects of Cultural Incompetence on
People of Color
History has shown that without incorporating 
culturally competent curriculum or services, certain 
populations will suffer at the hands of those who presume 
to be competent. In the last few years, with a focus on 
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the need to provide culturally competent services has 
created greater efforts to evaluate and improve mental 
health care policies and treatment practices provided to 
minority populations. For these consumers, the quality and 
effectiveness of treatment begins with the practitioner 
working with the client not on the client (Lesser & Pope, 
2007, p. 47). Lesser and Pope, told that "this allows 
clients to live within their own cultural framework with 
respect for others" (2007, p. 47).
For years, African-Americans encountered 
discrimination in mental health, when professionals used 
standardized diagnostic testing to measure level of 
intelligence (Steele & Aronson, 1995). It is believed that 
desegregation and the anxiety of knowing that they were 
the target of prejudice and stereotypes, which affected 
African-American students' intelligence performance 
(Steele & Aronson, 1995). In education, Williams (1990) 
claims that African-American children were often suspended 
from school, or placed in instructional groups because of 
their skill, which did not meet up to the dominate 
cultural expectations. Overrepresentations of 
African-American children were assigned to low achieving 
special education classes because of their test scores.
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Singh (2001) found that the self-efficacy model was 
utilized to assess the motivational deficit hypothesis 
that explored underachievement of socially disadvantaged 
students (p. 267). It was found that the perceived 
self-efficacy of individuals affects their performance in 
intellectual tasks. Therefore, if self-efficacy is 
enhanced through repeated success, then performance is 
enhanced and if perceived self-efficacy is impaired or 
lowered through repeated impaired performance, then 
performance is lowered (Singh, 2001). Hence, to promote 
efficacy and success in cultural competent services, 
trainings need to adequately, efficiently, and effectively 
focus on the precise needs of diverse people of color.
The Native American perspective on mental health 
wellness encompasses a balance between the interconnected 
arenas of spirit, body, mind, and the environment (Hodge, 
Limb, & Cross, 2009). Current mental health practices do 
not meet the needs of Native American populations. In a 
national representational survey data (N = 134,875) Native 
Americans claim to have unmet mental health needs in 
comparison to Whites (Hodge et al., 2009). In addition, 
dominate cultures may view some characteristics as an 
indication of psychopathology, while Native Americans
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understand these characteristics to be the client's well 
being. For example, Hodge and colleagues (2009) claim that 
communicating with the Creator or other spirits may 
signify well being in Native American lives, while in the 
dominant groups, this may be seen as a psychopathology and 
hearing voices: clients may be diagnosed as schizophrenic.
South Asian immigrant women delay seeking social 
services because of social stigma, rigid gender roles, 
marriage obligations, expected silence, and limited 
knowledge about resources (Ahmad, Driver, McNally, & 
Stewart, 2009). These women expressed the delay in seeking 
help as "Par sar se guzar jata he" or "water crosses over 
the head," which symbolizes seeking help only after 
feeling that they are drowning (Ahmad et al., 2009). In 
addition, these women are victimized and experience 
depression, and attempt suicide, have addictions, and 
physical symptoms, and are abused by their husbands. Asian 
women endure multiple oppressions not only within their 
communities (gender, social class norms), but also from 
the dominant group due to systemic information and 
linguistic barriers, which leads to "minoritisation", the 
feelings of being different (Ahmad et al., 2009).
Therefore, in order for cultural competence to be achieved 
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for Asian women, specifics must include and address their 
unique needs.
In order to effectively address Latinos' mental 
health needs and work with this population, which includes 
Mexicans, Puerto Ricans, Cubans, Colombians, and 
Brazilians, and includes cultures and ethnic backgrounds 
consisting of Spanish, Aztec, Mayan, Inca, and Caribbean 
diversity, it is apparent that cultural competence is a 
complex and an enormous task (Furman, Negi, Iwamoto, 
Rowan, Shukraft, & Gragg, 2009). Additionally, within 
cultures, there is variety and there are different 
meanings about culture specifics within each culture. Not 
only must professionals become competent in cultures, but 
must also become knowledgeable about issues of 
discrimination, racism, and poverty that are woven within 
cultural specifics. Professionals must take into account 
the cultural value of collectivism and communal 
orientation of Mexicans/Latinos (Furman et al., 2009) when 
working with this population and how these values are 
incorporated into their mental health status. Cultural 
competence should incorporate factors such as immigration 
and their acculturation experiences to obtain the full 
picture of what these clients are experiencing.
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Clearly, attaining cultural competency is complex, 
but vital to determine all aspects of others' ethnicity 
and cultural norms that differ from Western White culture 
(Warner, Dede, Garvan, & Conway, 2002). Reliability 
measurements for instruments, such as the IQ score are 
based on normative samples primarily composed of European 
Americans and may not be applicable to other ethnic groups 
(Warner et al., 2002). Thus, the need to develop 
culturally competent instruments to accurately measure 
ethnic specifics and needs are essential in providing 
culturally competent services.
These examples show how men, women, and children are 
affected by insensitivity to cultural diversity. In the 
realm of mental health treatment, psychologists, 
therapists, social workers, health providers, and other 
social services practitioners must be concerned about the 
problems here. Cultural competence touches many aspects of 
life and crosses many lines of daily living. From youth to 
the elderly, lives become affected by cultural competence 
or the lack of it. According to Bhui, Warfa, Edonya, 
McKenzie, and Bhugrra "Current mental health policies in 
culturally and racially diverse societies recommended that 
mental health professionals be culturally competent"
16
(2007, p. 8). To do so, mental health practitioners must 
become culturally aware, complete a critical analysis to 
understand their own conditioning, a client's 
conditioning, and the socio-political system of which they 
are both part (Sue, Arrendando, McDavis (1992).
Diverse Populations and Mental Illness
The increasing numbers of people immigrating to the
United States contributes to the increase need to 
understand the vital role of culture. As of 2006, the 
population distribution for the United States, by race and 
ethnicity, report the following breakdown of numbers: 
There are a total of 303 million (73.1%) White Americans, 
44 million (4.8%) Hispanic or Latino ethnicity, 39.9 
million (13.5%) Black or African Americans, 13.1 million
(4.4%) Asians, 2.4 million (0.8%) American Indian or
Native Americans, 426.194 (14%) Native Hawaiian or Pacific 
Islanders, and 6.1 million (2.0%) Multiracial Americans 
are now living in the United States (U.S. Census Bureau, 
2010) .
The expected projection is these numbers will 
continue to grow; therefore, the figures substantiate the 
fact that the nation is not comprised of just one culture, 
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but many, which bring different influences and to our 
lives.
According to the Surgeon General (2001):
The cultures of racial and ethnic minorities 
influence many aspects of mental illness, including 
how patients from a given culture communicate and 
manifest their symptoms, their styles of coping, 
their family and community supports, and their 
willingness to seek treatment, (p. 10)
Mental illness does not discriminate based on race; 
ethnicity, or culture, however, minorities face greater 
stressors arising from cultural differences that can 
contribute to the development of a mental illness. 
Minorities must learn to adapt and assimilate, in a 
country, with cultural practices, beliefs, attitudes, and 
behaviors vastly differ from their own. Minorities face 
exposure to racial discrimination, prejudice, and bias 
increasing their mental vulnerabilities. Betancourt, 
Carillo, Green, and Park (2002) argue, "Cultural 
competence has gained attention as a potential strategy to 
improve quality and eliminate racial/ethnic disparities in 
health care" (p. 499).
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Theories to Guide the Study
The knowledge of systems theory, ecological 
(ecosystems) perspective, cognitive, multicultural, and 
behavioral theory guide the framework and design of the 
study.
People live among different systems, racial, ethnic, 
cultural, familial, and societal, that influence, affect, 
and influence our development, personality, practices, and 
behaviors. A change in one part of the system brings 
changes to all parts of the system as we are connected yet 
separate.
For minorities the adaptation to another country with 
different norms, practices, and beliefs can be unsettling. 
The large or small systems outside of the family can be 
welcoming or hostile, which can affect their ability to 
assimilate and maintain or achieve a sense of balance in 
their new life here.
Culture plays an important role in a person's 
cognitive development. Culture influences one's language 
development, practices, beliefs, values, and perspectives. 
Culture affects our interactions and relations with people 
and more importantly how one perceives oneself.
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The National Alliance on Mental Health (2008), argues 
that culture determines what one believes constitutes 
normal and abnormal behaviors. To guide this study 
further, behavioral theory will assist by looking at how a 
minority experiences their surroundings and the ways to 
learn new skills and improve communication with others 
from different races and ethnicities. Relocating to new 
country minorities must work to assimilate living among a 
dominant culture with different beliefs, behaviors, and 
practices.
Racial and ethnic minorities take pride in their 
culture and as practitioners, it is social workers' 
responsibility to respect the person and recognize how 
important this is to them as an individuals. Lesser and 
Pope (2007 hold that practitioners need to understand that 
being culturally competent means the quality and 
effectiveness of treatment begins with the practitioner 
working with the client not on the client (p. 47).
The theoretical approach utilized in multicultural 
theory provides a basis for understanding a client's 
experiences and cultural perspectives. This is a vital 
component to any training and will be a guide when 
evaluating the effectiveness of the CBMCS training.
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Development of Cultural Competent Instruments
The need to educate and train practitioners in 
cultural competency led to the development of cultural 
self-assessment ranking scale instruments. While 
exploratory evaluations of the tools and training have 
been done, outcomes have not been able to demonstrate 
their effectiveness. Gamst, Der-Karabetian, Dana, Aragon, 
Arellano, Morrow, and Martenson (2004) claim that, "the 
evaluation of multicultural competency instruments was 
done mainly in the context of cultural training programs" 
(p. 165). Further review of the instrument noted 
limitations as the questions were aligned to measuring a 
practitioners' perception of their abilities and beliefs 
rather than their skills.
Khawaja, Gomez, and Turner (2009) conducted a study 
using the Multicultural Mental Health Awareness Scale 
(MMHAS) to assess the effectiveness of the Queensland 
Transcultural Mental Health Centre (QTMHC) training 
program's objectives. The study examines three factors in 
multicultural counseling competencies awareness, 
knowledge, and skills. It was found that some 
professionals claimed to have attained expertise in 
cultural competency. As mentioned earlier, cultural 
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trainings are found to cultivate sensitivity, but not 
proficiency. The need for cultural proficiency is 
essential when providing mental health treatment to 
minorities to effectively meet their needs and deliver 
culturally competent services. Further evaluation of the 
CBMCS needs to be carried out to ensure practitioners are 
improving their cultural competencies to provide 
culturally competent, quality services to those considered 
in the minority.
With this knowledge, in 2006, a Multicultural 
Awareness Group was formed with members from 26 different 
counties throughout California. From this committee, a 
subcommittee of six members collaborated to create a 
multicultural competence-scaling tool for use when 
providing cultural competency training. The training 
program and measurement tool was called the California 
Brief Multicultural Competency Scale (CBMCS). The CBMCS 
was constructed from five self-report cultural competency 
instruments: The CCI-R (Cross-Cultural Counseling 
Inventory-Revised), MAKSS (Multicultural Awareness, 
Knowledge, and Skills Survey), MCAS-B (Multicultural 
Counseling Awareness Scale-Form B), and MCI (Multicultural 
Counseling Inventory) (Gamst et al., 2004). The CBMCS 
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contains a demographic section and occupational 
questionnaire, along with an evaluation. The Journal 
Measurement and Evaluation in Counseling and Development 
(Gamst et al., 2004) contains information about the CBMCS 
survey tool.
Currently the CBMCS training and tools are being used 
in several counties within California to provide 
practitioners with some basic information on cultural 
competency. Yet outcomes of the training have not been 
analyzed to show whether this training is any more 
effective than those used and provided to practitioners in 
the past. The need for cultural proficiency is essential 
when providing mental health treatment to minorities to 
effectively meet their needs and deliver culturally 
competent services. This evaluation of the CBMCS was 
carried out to determine the level of effectiveness in 
developing, increasing, or enhancing a practitioner's 
level of cultural competencies so minorities receive 
effective, quality services.
Summary
The increased need to develop cultural awareness and 
competence exists as the ethnic demographics of our 
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population continue to change and grow. Research points 
out that to develop cultural competency one must be 
provided knowledge and information about cultural 
differences. The CBMCS, developed from past multicultural 
competence scaling tools and training, was created as an 
aid to help practitioners develop and enhance the skills 
needed to exhibit cultural competent behaviors. Yet 
without evaluating the CBMCS in the context of training, 
there are no indicators to show that a practitioner's 
behaviors have changed. While education about culture is 
vital, this education must lead to the exhibition of 
culturally competent behaviors. This study proposes in the 
methods sections how the data will be collected and 
evaluated to determine the effectiveness of the CBMCS in 
increasing the cultural competence skills of practitioners 
who completed the training.
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CHAPTER THREE
METHODS
Introduction
The purpose of this study was to evaluate the 
effectiveness of the California Brief Multicultural 
Competence Scale (CBMCS) and training provided to county 
contract agency employees, practitioners, and staff 
working for the San Bernardino County Department of 
Behavioral Health (DBH), during the months of December 
2007 through April 2008. The goal of the training was to 
develop and advance cultural competency skills in those 
providing treatment to, a culturally diverse population. 
During the training, participants completed forms to 
obtain demographic and occupational information, along 
with the CBMCS pre-post test and evaluations.
Study Design
A multiple methods design comprised of a test-retest 
and post-test only was conducted to determine the 
reliability and validity of the CBMCS tool and training in 
developing and enhancing practitioner's cultural 
competencies.
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The independent variables are the CBMCS training and 
curriculum, age, education level, and years of experience, 
with the dependent variable the efficacy in cultural 
competency. A comparison of variables will show whether 
the CBMCS effectively enhanced cultural competence skills 
in practitioners providing mental health treatment.
The test-retest method was used to measure the 
consistency of the CBMCS 21 item instrument over time. To 
reduce a single group threat to validity a post-test only 
design with a control group was added.
The test-retest was conducted by providing the CBMCS
21 item posttest to participants that completed the 
posttest during the training period of December 2007-April 
2008. The original posttests or secondary data was 
obtained, 69 original post-tests, were labeled the "taken 
first" group. Outcomes were the baseline scores upon which 
new post-test scores, labeled "taken", were compared. The 
data was arranged in the SPSS database with individual 
cases in numbered rows and variables in columns. Value 
labels were assigned to each demographic question and the 
21 questions listed on the CBMCS instrument. An analysis 
of frequencies was conducted to ensure data was input 
correctly.
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A roster was obtained listing participants that 
attended the training by name and contact number with 69 
individuals asked to retest. A total of 61 "taken group" 
post-tests were received for a response rate of 85%. The 
same procedure for cleaning and entering the data into 
SPSS was conducted on the "taken group" post-test scores.
To evaluate whether the means of the "taken first" 
and "taken group" test scores were statistically different 
a t-test analysis was run using the SPSS database.
For the post-test-only, the "taken group" 
participants were the experimental group that had the 
training while practitioners, including Marriage Family 
Therapists (MFT), Master Social Worker (MSW), Social 
Worker (SW), Clinical therapists (CT), Psychologists, 
Psychiatrists, Mental Health Specialists(MHS), and SW and 
Psychology Interns, that did not take the training were 
assigned to the control group labeled "not taken group". 
67 "not taken group" participants were contacted with 65 
posttests received for a response rate of 97%. Data 
cleaning and analysis, including running frequencies to 
denote missing or incorrectly entered variables conducted.
To control for confounding variables a cohort study 
sampling was figured into the post-test only design. The 
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control or "not taken" group was from the same job 
classification of practitioners that made up the "taken" 
experimental group.
The t-test statistical measures were run to discover 
if there was a statistical difference between the mean 
scores for both the "taken" group and "not taken" group 
related to each of the questions on the CBMCS instrument.
A descriptive test was run to obtain the means for 
the demographic variables of age, sex, ethnic background, 
highest degree, or diploma, years of experience, 
multicultural coursework, workshops or cultural trainings, 
other languages spoken, and born in the U.S.
Correlations were run to describe the degree of 
relationship between age, experience, education, and 
cultural competency.
Sampling
A voluntary sample of 126 San Bernardino County (SBC) 
contract agency employees and Department of Behavioral 
Health (DBH) practitioners, and staff participated in the 
study. The experimental group, labeled "taken group," was 
comprised of 61 participants that attended the CBMCS 
training two years three years earlier, with the control 
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group, labeled "not taken group," comprised of 65 
participants that never attended the CBMCS training. 69 
original posttests, secondary data, was obtained for the 
"first taken" group.
The sampling population demographics information can 
be seen in Table 1. There were 143 females (73.3%) and 52 
(26.7%) males. The average age was 44.44 years
(SD = 12.0.10). Ethnic demographics:
Latino/Hispanic/Mexican American, 23.1%, White 
(non-Hispanic), 38.5 %, Black/African American, 14.9%,
Asian American/Pacific Islander, 5.1%, Other, 5.6 %, two 
or more races, 9.7 %, No Answer, 3.1%. The modal degree 
among participants was a bachelor's degree 30.8%, followed 
by Masters in Marriage Family Therapy (MFT), 22.1%,
Masters in Social Work, 16.9%, Masters, Other, 12.8%, 
Doctorate in Clinical/Counseling, 8.2%, High School, 5.6%,
Associates degree (AA), 2.1%, and Doctorate-Other, at
1.5%. The average number of years working in the mental 
health field since obtaining their degree was
9.494(SD = 8.7230) for the sample. Sixty-one percent of 
the sample was trained in a multicultural counseling 
program, and 84.1% indicated taking multicultural course 
work. English speaking only sample, 76.4% and bilingual 
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ability at 23.6 % with Spanish as the modal language. 
87.7% of the sample report being born in the U.S with 
12.3% born in another country. These percentages align 
very closely with our convenience sampling and are 
representative of the population.
Data Collection and Instruments
Participants completed the California Brief 
Multicultural Competency Scale (CBMCS) posttest. The 
21-item CBMCS diversity tool was developed to assess a 
practitioners' perceived level of their cultural 
competencies. This self-report is comprised of likert item 
statements linked to four subscale categories associated 
with Multicultural Knowledge, Awareness of Cultural 
Barriers, Sensitivity to Consumers, and Nonethnic Ability. 
The four factor statements are ranked as 1.Strongly 
Disagree, 2. Disagree, 3. Agree, and 4. Strongly Agree. 
Higher numbers imply higher perceived level of cultural 
competencies with lower numbers indicating a lower 
perceived level of cultural competency.
The following statements were summated to determine 
level of proficiency of cultural competency in each 
subscale:
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a. Multicultural Knowledge statements 7, 12, 15,
17, 19
b. Awareness of Cultural Barriers statements 1, 8,
10, 11, 14, and 16
c. Sensitivity to Consumers statements 2, 4, 9
d. Socio-cultural Diversities statements 3, 5, 6,
13, 18, 20, and 21
To obtain demographic information participants 
completed a short form with questions associated to age, 
sex, ethnic background, highest degree or diploma, and 
years of experience providing mental health treatment. An 
additional four questions on the form were culture 
related: multicultural training while in school, attended 
special workshops/training on cultural competency, speak a 
language other than English well enough to provide mental 
health services in that language and, birth in the United 
States.
Procedures
Participants were contacted in person, via e-mail, 
and by phone to ask if they would be participate in the 
study. Participants were informed participation was 
voluntary and upon agreement were provided with a "Consent 
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to Participate in a Research Project" informational form. 
The form summarized the purpose of the study, procedures, 
potential benefits, confidentiality, and participation and 
withdrawal. Contact information for the thesis advisor and 
researchers was also provided should there be any 
questions or concerns.
Participants were informed the study was designed to 
determine if the CBMCS self-report tool and cultural 
training, presented from December 2007-April 2008, had 
lasting impacts on participants in terms of long-term, 
ideally permanent changes in attitudes, knowledge and 
skills.
The experimental group retest outcomes were analyzed 
and compared to the outcomes of their original posttest 
scores. Additionally a control group completed the 
posttest, with results evaluated to compare against the 
retest from the experimental group.
Staff who volunteered to complete the questionnaire 
did so during normal working hours. The average amount of 
time needed to complete the questionnaire, demographic 
form, and consent varied from varied from 15-25 minutes.
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Completed forms were picked up or returned via postal 
mail. A voluntary oral debriefing occurred with interested 
participants.
Protection of Human Subjects
Confidentiality of the participants was assured and 
all efforts were made to acquire complete anonymity. 
Clients were randomly assigned SIMON numbers at the time 
of enrollment into treatment, to protect their identity. 
The 21 item CBMCS questionnaires did not contain a section 
for personal identification. A consent form, Appendix B, 
was provided for each participant and they were instructed 
to sign and date the form. Signatures were needed to 
assure that each participant understood the reasons for 
completing the CBMCS training and they agreed to the 
confidential use of their responses for training and 
research purposes.
Participants were also provided with a debriefing 
statement, Appendix C, with the name and contact 
information for the research supervisor. The use of SIMON 
numbers will continue to ensure identity protection for 
clients.
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Data Analysis
Additionally, an analysis of "Not Taken Group" scores 
and "Taken Group" participants who took the training) 
scores and cultural competency was conducted, by 
evaluated, and compared.
A Bivariate analysis was also performed to determine 
if there was a relationship between the independent 
variables age, gender, ethnicity, and education, and the 
ability factors of the 21-item CBMCS questionnaire.
The current evaluation assessed if these results hold 
true after the two-year lapse in time since social service 
practitioners were trained using the CBMCS curriculum.
Summary
The need to evaluate the training that was provided 
to social service practitioners, using the CBMCS 
curriculum is necessary to assess current tools to assure 
that these professionals are ethnically culturally 
competent. In order to provide people of color mental 
health services, professionals must become culturally 
competent to provide their clients with tools, strategies, 
and services to best fit their clients' beliefs, norms, 
customs, and cultures.
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CHAPTER FOUR
RESULTS
Introduction
The outcomes of the test-retest and post-test only- 
design study conducted on the CBMCS training including 
variables, standard deviations, and significance related 
to the findings are discussed in the following sections.
Presentation of the Findings
The "Not Taken", "Taken", and "First Taken" groups 
were compared using t-tests to determine any significant 
differences related to their level of cultural competency. 
Only significant findings are reported.
Education
Result show there is a significant difference between 
the level of multicultural knowledge for the "Not Taken 
Group" and the "Taken Group". The scores for the "Taken 
Group" were significantly higher than the "Not Taken 
Group" scores listed as (132) = -2.962, p = .004. Mean and 
standard deviation for the "Taken Group" (M = 2.88, 
SD = .60) and for the "Not Taken Group" (M = 2.60,
SD = .50).
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Experience
A difference between the "Not Taken Group" and 
"Taken" on awareness of barriers was found, t 
(132) = -2.577, p = .011. Findings show that the Taken 
Group demonstrated a higher level of awareness, Taken 
Group, (M = 3.44, SD = .42), Not Taken Group (M = 3.26, 
SD = .40). Age
A bivariate correlation was used to examine the 
relationship between age and each of the four subscales of 
cultural competency. No significant associations were 
found (See Table 1).
Summary
A voluntary sample of 126 San Bernardino County 
contract agency employees and Department of Behavioral 
Health practitioners and staff participated in the study. 
The experimental group, labeled "taken group" was 
comprised of sixty-one (n = 61) participants that attended 
the CBMCS training and the control group labeled "not 
taken group" comprised of sixty-five (n = 65) participants 
that did not attend the CBMCS training.
A Bivariate analysis, subscale means totals, degrees 
of freedom, and standard deviations for those who took the 
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training and those who did not are presented in Table I in 
the Appendices on page 67. Averages were computed so that 
scores could be interpreted with reference to the original 
4-point Likert Scale. Higher mean score indicate more 
self-reported cultural competence in the respected scales. 
These findings demonstrated a correlation between the 
CBMCS training for the "Taken Group", but historical 
effects indicated that over time, awareness was lost.
Education and experience indicated that mental health 
practitioner demonstrated higher cultural competency. 
Correlation between age and knowledge showed significant 
findings, however it cannot be determined that the CBMCS 
training contributed to this knowledge. There was no 
correlation between age and awareness, age and 
sensitivity, and age and sociocultural understanding. 
These findings did not indicate that practitioners had an 
enhanced level of cultural competencies. However, it can 
be determined that the CBCMS training increased awareness 
and knowledge in cultural competencies after the training.
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CHAPTER FIVE
DISCUSSION
Introduction
The results of this research are discussed in this 
section as well as, the demographics, limitations of this 
study, general limitations in cultural competency 
research, limitations of instruments used to measure 
cultural competency, and recommendations for further 
research are included in this section.
Discussion
Previous cultural competency instruments have been 
conceptually limited and found to be insufficient to 
evaluate the training programs due to their lack of 
uniformity in what is assessed by these scales (Khawaja, 
Gomez, & Turner, 2009). The present study utilized the 
CBMCS posttest instrument to assess the efficacy of the 
CBMCS training provided to mental professionals from 
December 2007 through April 2008.
In comparing, Not Taken Group, participants who did 
not take the training and the Taken Group, participants 
who took the training, it was found that the CBMCS 
training increased knowledge related to multicultural 
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competencies. Knowledge in cultural competency scores 
indicated that those who participated in the CBMCS 
training demonstrated higher multicultural knowledge. 
However, it cannot be determined that there was a 
significant relationship between the training and the 
higher outcome scores. Khawaja, Gomez, and Turner (2009) 
note, that the knowledge factor reflects understanding of 
the role that cultural ethnicity plays in personality 
formation, manifestations of psychological disorders, and 
help seeking behaviors.
Scores related to awareness of multicultural 
competencies increased after participates attended the 
CBMCS training. However, through time, the retest outcomes 
show that mental health professionals lost awareness of 
cultural competencies. This is consistent with research 
(Sue, Arredondo, & McDavis, 1992) which notes that; 
professionals' beliefs and/or attitudes and 
characteristics, that professionals identify with, affects 
their sensitivity towards their culture and may influence 
their work with minorities.
When working with individuals from various racial and 
ethnic populations practitioners must demonstrate the 
components of cultural competency to provide effective 
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treatment. Multicultural competencies are on a continuum 
and on various degrees of intensity, thus professionals 
must acquire the ability to assess individuals' level of 
assimilation to the dominate culture and the level of 
cultural practices they hold to.
Should practitioners lose the knowledge and awareness 
of culture, namely how people live, believe, know, behave, 
and "are", ineffective treatment will be provided. One 
needs to understand that various cultures hold a different 
way of knowing and doing. Age as a factor in relation to 
the subscales, Multicultural Knowledge, Awareness of 
Barriers, Sensitivity, and Sociocultural, showed that age 
does not affect the level of cultural competency in the 
delivery of mental health services by professionals. 
Therefore, these findings show that the CBMCS training and 
curriculum and the level of cultural competency is not 
correlated with age. In other words, age of professionals 
does not affect their ability to delivery culturally 
competent services to individuals seeking mental health 
services.
As stated, it is clear that race, ethnicity, and 
cultural competition within the United States continues to 
change and it is important that professionals continually 
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train, educate, and attend conferences related to cultural 
competencies. These steps will help them develop and 
enhance their knowledge that the role of culture is 
important. Although the DSM is useful, it cannot become a 
"one fits all" approach, but when applicable, it should be 
utilized. However, to become culturally competent, it is 
vital that various approaches be practiced and implemented 
to encompass others' ways of knowing.
The CBMCS training and curriculum are tools that were 
used to enhance cultural competency, however the results 
in this study show that the CBMCS was not affective in 
providing long lasting changes in cultural competency for 
mental health professionals. As with other instruments 
developed to measure cultural competency the CBMCS did not 
demonstrate internal consistency or validity. The CBMCS 
self report 21 item questionnaire and other existing tools 
to measure cultural competency must be continually 
evaluated and refined to demonstrate improved outcomes. 
The existing instruments to measure cultural competency 
are the starting point on which to build the development 
of future measurements of cultural competency (Gozu et 
al., 2007, p. 188).
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Tools could be developed using cultural approaches 
that incorporate from others' cultures rituals and 
practices. For example, for Native people incorporating 
traditional healers and holistic practices demonstrate 
cultural competencies by the practitioner that creates a 
relationship of understanding and trust. Another example, 
for Asian people, due to the stigma and shame that deters 
them from seeking services, incorporating historical and 
pre-immigration trauma interventions would demonstrate 
cultural competencies related the individuals' needs.
Therefore, to demonstrate cultural competency for 
culturally diverse populations, it is imperative that 
trainings include knowledge related to ethnic cultural 
practices, beliefs, spirituality, and communication 
patterns along with a utilization of practices that have 
been performed by their ancestors, who for some, continue 
to be part of their lives today. We cannot adopt the 
mentality that our way is the only way, but must continue 
to learn from others how they live, believe, and know 
differently from our own point of reference. Therefore, 
the utilization of the CBMCS instrument and training, by 
itself, did not bring about change to the practitioner's 
cultural competencies.
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Limitations
As demographics changes occur in the United States 
and specifically in San Bernardino County, the importance 
of cultural competence becomes increasingly important for 
mental health professionals in their delivery of social 
services. Limitations and barriers to cultural efficacy 
continually infringe on attaining competency. Limitations 
in this study and the limitations of cultural competency 
research in general are discussed. Limitation one, is that 
the CBMCS survey contains the word "excellent" on 
questions related to specific group cultures. Examples of 
three CBMCS survey questions that include the word 
"excellent" are as follows; (3) I have an excellent 
ability to assess accurately, the mental health needs of 
persons with disabilities. (5) I have an excellent ability 
to assess accurately, the mental health needs of lesbians. 
(7) I have an excellent ability to identify the strengths 
and weaknesses of psychological tests in terms of their 
use with persons from different cultural, racial and/or 
ethnic backgrounds.
The definition of the word "excellent" is 1. Of the 
highest or finest quality; exceptionally good of its 
kind.2. Archaic Superior (The FreeDictionary, 2011). The 
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use of this word presumes that practitioners have an 
expert understanding of these specific group cultures. The 
answer that they strongly agree to this points out that 
the practioners' perceive they deliver effective, quality 
mental health services. Yet specific cultural group 
consumers have not been asked if they agree that their 
practitioners' had an excellent ability or understanding 
of their culture when delivering services to them.
Limitation two is that some San Bernardino County and 
Department of Behavioral Health employees were no longer 
available to retake the CBMCS survey because they moved 
away, retired, and/or are no longer employed by San 
Bernardino County or the Department of Behavioral Health 
and the researcher had no means of contacting them. 
Limitation three is some participants who took the CBMCS 
training chose not to participate which minimized the 
sample size. Limitation four is the CBMCS training took 
place three years ago, and internal consistency 
reliability was affected over time as demonstrated by the 
practitioner's lower scores after retaking the CBMCS 
instrument.
Limitation five is carry-over effect, as is common 
with pre/post test studies and in this study; it was a 
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post/post test study. Carry-over may have influenced the 
way some participants answered the survey questions. 
Limitation six there is no clear definition or consensus 
as to what constitutes cultural competency or a clear 
method for assessing cultural effectiveness. Limitation 
seven was that instruments to measure cultural competence 
have not demonstrated validity. Limitation eight points 
out that cultural competency is complex and varied. 
Practitioners must strive to consistently increase their 
knowledge about the variety and diversity of ethnic, 
racial, and cultures.
Additionally to ensure that individuals did not 
answer questions on the scale in the way they wish 
themselves to be perceived, the inclusion of a social 
desirability scale would have filtered out this 
information.
Recommendations for Social Work
Practice, Policy and Research
Social Service Practitioners working in any mental 
health treatment agency, department, or institution need 
to understand and comprehend the importance of providing 
culturally competent skills. There is a great need for 
practitioners to look at their own feelings and work to 
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recognize any bias, stereotypes, or attitudes relating to 
different minority cultures. Practitioners also need to 
comprehend and understand what cultural competence is, how 
to develop or enhance this skill, and how the provision of 
culturally competent services improves the effectiveness 
of mental health services.
A focus continues to be the need to incorporate 
courses focused on cultural competency in the Behavioral 
Science Programs of Sociology, Bachelor of Social Work, 
and Master of Social Work curriculum requirements. 
Additionally continued ongoing training centered on 
racial, ethnic, and cultural differences need to be 
provided to social work practitioners. The continuum of 
training will serve to embed the knowledge about culture 
to help practitioners develop, increase, and enhance their 
skills to ensure the provision of culturally competent 
services and treatment to clients. Without the focus and 
understanding culture plays an important role in our 
lives, there are concerns successful treatment outcomes 
for minority populations may diminish. The crucial element 
of cultural competency influences our interactions with 
others in collaborative relationships, client 
relationships and working relationships.
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These changes can serve to improve the delivery of 
mental health services by social workers and practitioners 
working in micro, mezzo, or macro social work.
The CBMCS curriculum and training were constructed as 
a tool for in-service staff training and to identify 
mental health professionals' competencies and limitations 
in their delivery of social services. This tool was used 
to enhance an understanding of cultural competency and 
promote mental health professionals' ability to provide 
diverse populations with cultural appropriate practices. 
As mentioned, to examine the effectiveness of the CBMCS 
curriculum and training, using a social desirability 
scale, test-retest, and methods other than self-report may 
present different results. T-test should be utilized to 
assess if there were any significant differences between 
CBMCS trainers and the outcome of the results.
Consumer perspective of the cultural competence of 
mental health professionals who took the CBMCS training 
would assist in determining the impact of the CBMCS 
curriculum on cultural efficacy. Other recommendations 
include integrating clients in the research process to 
enhance the development of future theories and practices. 
Integrating a variety of cultural methods in the research 
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process to provide aspects of cultural specifics should be 
included in research practices. An assessment of cultural 
competency in domains other than awareness, knowledge, and 
skills may present areas that have not yet been explored; 
therefore inviting clients into research may lead to more 
precise cultural approaches. Longitudinal studies are 
needed to examine the effects of mental health 
professionals' competencies. Gathering of baseline data in 
regards to competencies is needed to gain an understanding 
of how competencies are developed and processed. Follow-up 
interviews to examine outcomes of interventions and 
strategies are needed to evaluate cultural competency.
Mental health professionals may have to break from 
their traditional training and not rely solely on "talk" 
but become more active their approaches with some cultural 
diverse populations. It is also recommended that the use 
of multiple methodologies be utilized to enhance research 
in multicultural competency. Continued evaluation as to 
how instruments correlate.
A focus continues to be the need to provide training 
to practitioners on cultural competency to develop and 
improve their skills to ensure the provision of culturally 
competent services and treatment to clients. Without the 
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focus and understanding culture plays an important role in 
our lives, there are concerns successful treatment 
outcomes for minority populations may diminish. The 
crucial element of cultural competency influences our 
interactions with others in collaborative relationships, 
client relationships, and working relationships.
Conclusions
Cultural competence begins by understanding and 
recognizing the importance of environmental, social, and 
cultural influences on an individual's cognitive and 
behavioral development. Racial and ethnic minorities take 
pride in their culture and as DBH-contract staff and 
employee practitioners, it is our responsibility to 
respect the person and recognize the value of culture in 
their lives. In order for practitioners to provide 
culturally competent care and accurately diagnosis, it is 
necessary to be aware of an individual's cultural beliefs, 
values, and practices (Bhui, Wargs, Edonya, Mckenzie, and 
Bhugra, (2007) p. 1).
Previous cultural competency instruments have been 
conceptually limited and found to be insufficient to 
evaluate the training programs due to their lack of 
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uniformity in what is assessed by these scales (Khawaja, 
Gomez, & Turner, 2009). The present study utilized the 
CBMCS posttest instrument to assess the efficacy of the 
CBMCS training provided to mental professionals, from 
December 2007 through April 2008. While the CBMCS 
instrument and training content focused on 
awareness/barriers, knowledge, sensitivity, and 
socio-ethnic challenges faced by minorities, lasting 
long-term permanent changes to attitudes, belief, and 
demonstrated behaviors to demonstrate cultural 
competencies were not developed nor enhanced.
50
APPENDIX A
21-ITEM CALIFORNIA BRIEF MULTICULTURAL
COMPETENCY SKILLS QUESTIONNAIRE
51
(CBMCS)
Below is a list of statements dealing with multicultural issues within a mental health 
context. Please indicate the degree to which you agree with each statement by circling 
the appropriate number.
Strongly Disagree -1
Agree-2
Strongly Disagree-3
Strongly Agree-4
1. Iam aware that being bom a minority in this society brings 
with it certain challenges that White people do not have to 
face...........
2. Iam aware of how my own values might affect my client. 12 3 4
3. I have an excellent ability to assess, accurately, the mental 
health needs of persons with disabilities. 12 3 4
4. Iam aware of institutional barriers that affect the client. 12 3 4
5. I have an excellent ability to assess, accurately, the mental 
health needs of lesbians. 12 3 4
6. I have an excellent ability to assess, accurately, the mental 
health needs of older adults. 12 3 4
7. I have an excellent ability to identify the strengths and 
weaknesses of psychological tests in terms of their use with 
persons from different cultural, racial and/or ethnic 
backgrounds. 2 3 4
8. Iam aware that counselors frequently impose their own 
cultural values upon minority clients. 12 3 4
9. My communication skills are appropriate for my clients. 12 3 4
10. Iam aware that being bom a White person in this society 
carries with it certain advantages. 12 3 4
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11. Iam aware of how my cultural background and experiences 
have influenced my attitudes about psychological 
awareness. 2 3 4
12. I have an excellent ability to critique multicultural research. 2 3 4
13. I have an excellent ability to assess, accurately, the mental 
health needs of men. 12 3 4
14. Iam aware of institutional barriers that may inhibit 
minorities from using mental Health services. 12 3 4
15. I can discuss, within a group, the differences among ethnic 
groups (e.g. low socioeconomic status (SES), Puerto Rican 
client vs. high SES Puerto Rican client). 2 3 4
16. I can identify my reactions that are based on stereotypical 
beliefs about different ethnic groups. 12 3 4
17. I can discuss research regarding mental health issues and 
culturally different populations. 12 3 4
18. I have an excellent ability to assess, accurately, the mental 
health needs of gay men. 12 3 4
19. Iam knowledgeable of acculturation models for various 
ethnic minority groups. 12 3 4
20. I have an excellent ability to assess, accurately, the mental 
health needs of women. 12 3 4
21. I have an excellent ability to assess, accurately, the mental 
health needs of persons who come from very poor 
socioeconomic backgrounds. 12 3 4
Gamst, G., Dana, R. H., Der-Karabetian, A., Aragon, M., Arellano, L., Morrow, G., & 
Martenson, L. (In Press, 2004). Cultural competency Revised: The California 
Brief Multicultural Competency Scale. Measurement and Evaluation in 
Counseling and Development, 37, 3.
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California Brief Multicultural Competency Scale Scoring Form
Subscale Items:
Cultural Awareness:
1___________
8____________
10___________
11___________
14 ___________
16___________
Cultural Knowledge:
7________
12_______
15 _______
17 _______
19 _______
Subtotal_______
Cultural Sensitivity:
2_______
4 _______
9_______
Subtotal_______
Sociocultural Diversity:
3_______
5 _______
6 _______
3_______
18 _______
20 _______
21_______
Subtotal_______TOTAL SCORE______________________
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APPENDIX B
INFORMED CONSENT
55
CONSENT TO PARTICIPATE IN A RESEARCH PROJECT
You are being asked to participate in a research study conducted by Dahlia Avila and Cathy 
Smith, students at California State University San Bernardino (CSUSB). The results of this 
study will contribute to the completion of a thesis project required to obtain the Master of 
Social Work graduate degree. The CSUSB and Department of Behavioural Health’s (DBH) - 
Institutional Review Boards (IRB) or their subcommittees have approved the research project. 
If you have any questions or concerns about the research, please feel free to contact Dr. Vang, 
Research Project Advisor, at (909) 537-3775.
PURPOSE OF THE STUDY: The purpose of this study is to evaluate the efficacy of the 
California Brief Multicultural Competence Scale (CBMSC) and Training in increasing 
cultural competency skills. This training was presented to staff working at the Department of 
Behavioral Health and contract agencies from June 2007 to June 2008.
PROCEDURES: If you volunteer to participate in this study, we would ask you to complete 
the following form. The CBMCS is a 21-item self-assessment scale related to the knowledge, 
awareness, and skills considered necessary to work effectively with culturally diverse clients 
receiving treatment. The scale, including the demographic section, takes 8-10 minutes to 
complete. No names will not be matched to any data collected. The completed forms will be 
maintained at the DBH- Office of Cultural Competency and Ethnic Services (OCCES). The 
thesis, containing the research findings, will be maintained at the CSUSB Jack Phau Library, 
Third Floor, Thesis Room #, and at the DBH, after September 2011.
POTENTIAL BENEFITS TO PARTICIPANTS AND/OR TO SOCIETY: There are no 
foreseeable risks to participants or any direct benefits. The outcomes of this study will be used 
to determine the effectiveness of the CBMCS as a training tool for professionals to develop 
and enhance their cultural competency.
CONFIDENTIALITY: Every effort will be made to ensure confidentiality of any identifying 
information that is obtained in connection with this study. It will not be used for service 
performance appraisal or any other personnel decisions. In general, the scale is used 
developmentally to help identify the effectiveness of the CBMCS model training and identify 
agency training needs. The data provided may also be used in aggregate form for research 
purposes to continually evaluate the effectiveness of the training program, as well as to 
provide cumulative evidence for the validity of the scale.
PARTICIPATION AND WITHDRAWAL: You can choose whether to be in this study or 
not. If you volunteer to be in this study, you may withdraw at any time without consequences 
of any kind. You may exercise the option of removing your data from the study. You may also 
refuse to answer any questions you do not want to answer and remain in the study.
I understand the reasons for completing the CBMCS and agree to the confidential use of the 
responses for training and research purposes.
Mark:_________________________________ Date:__________________
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Debriefing Statement
The study you have just completed was designed to investigate the 
effectiveness of the California Brief Multicultural Competence Scale (CBMCS) and 
Training as a tool to increase cultural competency skills. The CBMCS 21 question 
self-assessment scaling tool was developed and created by compiling questions from 
four other cultural assessment tools. While exploratory evaluations have been 
conducted on these tools and the CBMCS tool, none has been able to demonstrate 
their effectiveness in increasing an understanding of cultural competency. Evaluations 
of all existing tools, including the CBMCS, were done in the context of the training 
programs where the tools were used. Our interests are to determine if the training 
brought about a change in empathy or effectively increased knowledge about the 
importance of culture, which can lead to the development of behaviors needed to 
exhibit culturally competent skills.
Thank you for your participation. If you have any questions about the study, 
please feel free to contact Professor Pa Der Vang at (909) 537-3775. If you would like 
to obtain a copy of the group results of this study, please contact the Department of 
Behavioral Health after September 2011.
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Participants Gender
Frequency Percent Valid Percent Cumulative Percent
valid woman 143 73.3 73.3 73.3
man' 52 26.7 26.7 100.0
Total 195 100.0 100.0
ParticipantsEthnicit^
Frequency Percent Valid Percent
Cumulative
Percent
Valid Latino/Hispanic/Mexican 45 23.1 23.1 23.1
American
White (non-Hispanic) 75 38.5 38.5 61.5
Black/African American 29 14.9 14.9 76.4
Asian American/Pacific 10 5.1 5.1 81.5
Islander
Other 11 5.6 5.6 87.2
2 or more (Biracial) 19 9.7 9.7 96.9
no answer 6 3.1 3.1 100.0
Total 195 100.0 100.0
Course Work on Multicultural Counseling
Frequency Percent Valid Percent
Cumulative 
Percent
Valid yes 119 61.0 61.0 61.0
no 71 36.4 36.4 97.4
currently taking . 4 2.1 2.1 99.5
no answer 1 .5 .5 100.0
Total 195 100.0 100.0
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Particigants Educational Level
Frequency Percent Valid Percent
Cumulative
Percent
Valid Doctorate in - 16 8.2 8.2 8.2
Clinical/Counseling
Doctorate in Other 3 1.5 1.5 9.7
Masters in SW 33 16.9 16.9 26.7
Masters in MFT 43 22.1 22.1 48.7
Masters in Other 25 12.8 12.8 61.5
Bachelors 60 30.8 30.8 92.3
High School 11 5.6 5.6 97.9
Associates degree (AA) 4 2.1 2.1 100.0
Total 195 100.0 100.0
Attended Special Workshops or Seminars on Multicultural Issues
Frequency Percent Valid Percent Cumulative Percent
Valid yes 164 84.1 84.1 84.1
no 31 15.9 15.9 100.0
Total 195 100.0 100.0
Speak a Language Other than English
Frequency Percent Valid Percent Cumulative Percent
Valid yes 48 24.6 24.6 24.6
no 145 74.4 74.4 99.0
no answer 2 1.0 1.0 100.0
Total 195 100.0 100.0
Born in the United States
Frequency Percent Valid Percent Cumulative Percent
Valid yes 171 87.7 87.7 87.7
no 24 12.3 12.3 100.0
Total 195 100.0 100.0
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Specify Language
Frequency Percent Valid Percent
Cumulative 
Percent
Valid 148 75.9 75.9 75.9
Spanish 35 17.9 17.9 93.8
Hindi 1 .5 .5 94.4
Japanese 2 1.0 1.0 95.4
2 or more 4 2.1 2.1 97.4
tswana 1 .5 .5 97.9
german 1 .5 .5 98.5
Tagalong 1 .5 .5 99.0
Vietnamese 1 .5 .5 99.5
Hungarian 1 .5 .5 100.0
Total 195 100.0 100.0
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Participants Years of Experience in Field since Degree
Frequency Percent Valid Percent Cumulative Percent
Valid .0 1 .5 .5 .5
.1 1 .5 .5 1.1
.2 1 .5 .5 1.6
.3 3 1.5 1.6 3.2
.6 4 2.1 2.2 5.4
.7 1 .5 .5 5.9
1.0 9 4.6 4.8 10.8
1.5 1 .5 .5 11.3
2.0 10 5.1 5.4 16.7
2.5 3 1.5 1.6 18.3
3.0 18 9.2 9.7 28.0
3.5 5 2.6 2.7 30.6
4.0 14 7.2 7.5 38.2
4.5 1 .5 .5 38.7
5.0 11 5.6 5.9 44.6
5.5 2 1.0 1.1 45.7
6.0 15 7.7 8.1 53.8
7.0 5 2.6 2.7 56.5
8.0 6 3.1 3.2 59.7
8.5 1 .5 .5 60.2
9.0 7 3.6 3.8 64.0
10.0 12 6.2 6.5 70.4
11.0 3 1.5 1.6 72.0
12.0 1 .5 .5 72.6
13.0 3 1.5 1.6 74.2
14.0 1 .5 .5 74.7
15.0 5 2.6 2.7 77.4
16.0 5 2.6 2.7 80.1
17.0 3 1.5 1.6 81.7
18.0 1 .5 .5 82.3
19.0 1 .5 .5 82.8
20.0 7 3.6 3.8 86.6
21.0 2 1.0 1.1 87.6
22.0 2 1.0 1.1 88.7
23.0 1 .5 .5 89.2
24.0 2 1.0 1.1 90.3
25.0 4 2.1 2.2 92.5
26.0 3 1.5 1.6 94.1
27.0 2 1.0 1.1 95.2
29.0 2 1.0 1.1 96.2
30.0 1 .5 .5 96.8
31.0 1 .5 .5 97.3
32.0 1 .5 .5 97.8
34.0 2 1.0 1.1 98.9
35.0 1 .5 .5 99.5
37.0
Total
Missing System
Total
1
186
9
195
.5
95.4
4.6 
100.0
.5
100.0
100.0
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Participants Age
Frequency Percent Valid Percent Cumulative Percent
Valid 22 1 .5 .5 .5
23 1 .5 .5 1.1
25 5 2.6 2.7 3.7
26 9 4.6 4.8 8.5
27 3 1.5 1.6 10.1
28 5 2.6 2.7 12.8
29 6 3.1 3.2 16.0
30 1 .5 .5 16.5
31 6 3.1 3.2 19.7
32 6 3.1 3.2 22.9
33 3 1.5 1.6 24.5
34 2 1.0 1.1 25.5
35 3 1.5 1.6 27.1
36 7 3.6 3.7 30.9
37 7 3.6 3.7 34.6
38 5 2.6 2.7 37.2
39 2 1.0 1.1 38.3
40 2 1.0 1.1 39.4
41 6 3.1 3.2 42.6
42 2 1.0 1.1 43.6
43 7 3.6 3.7 47.3
44 1 .5 .5 47.9
45 4 2.1 2.1 50.0
46 3 1.5 1.6 51.6
47 5 2.6 2.7 54.3
48 5 2.6 2.7 56.9
49 3 1.5 1.6 58.5
50 8 4.1 4.3 62.8
51 3 1.5 1.6 64.4
52 7 3.6 3.7 68.1
53 4 2.1 2.1 70.2
54 9 4.6 4.8 75.0
55 6 3.1 3.2 78.2
56 4 2.1 2.1 80.3
57 9 4.6 4.8 85.1
58 4 2.1 2.1 87.2
59 4 2.1 2.1 89.4
60 6 3.1 3.2 92.6
61 2 1.0 1.1 93.6
62 3 1.5 1.6 95.2
63 2 1.0 1.1 96.3
64 3 1.5 1.6 97.9
66 2 1.0 1.1 98.9
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Total
Missing System
Total
2
188
7
195
1.0
96.4
3.6 
100.0
1.1
100.0
100.0
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T-Test (Group “Not Taken” and “Taken”)
Notes
Output Created 19-Apr-2011 14:55:32
Comments
Input Data E:\Total Score 1st time use only.sav
Active Dataset DataSetl
Filter <none>
Weight <none>
Split File <none>
N of Rows in Working Data 195
File
Missing Value Handling Definition of Missing User defined missing values are treated 
as missing.
Cases Used Statistics for each analysis are based on 
the cases with no missing or out-of-range 
data for any variable in the analysis.
Syntax T-TEST GROUPS = Group(1 2)
/MISSING = ANALYSIS
/VARIABLES = multicultural knowledge, 
awareness/barriers, sensitivity, 
sociocultural
/CRITERIA = Cl(.95).
Resources Processor Time 0:00:00.016
Elapsed Time 0:00:00.047
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Independent Samples Test
Levene’s Test for Equality of 
Variances t-test for Equality of Means
F Sig. t df
multiscultknowledge Equal variances assumed .199 .656 -1.351 124
Equal variances not 
assumed
' -1.355 123.977
awarenessbarriers Equal variances assumed 2.030 .157 -.118 124
Equal variances not 
assumed
-.118 120.220
sensitivity Equal variances assumed .848 .359 .306 124
Equal variances not 
assumed
.307 123.812
sociocultural Equal variances assumed 1.399 .239 -.280 124
Equal variances not 
assumed
-.280 123.962
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Independent Samples Test
t-test for Equality of Means
Sig. (2-tailed) Mean Difference
Std. Error
Difference
multiscultknowledge Equal variances assumed .179 -.11606 .08589
Equal variances not 
assumed
.178 -.11606 .08568
awarenessbarriers Equal variances assumed .906 -.00884 .07477
Equal variances not 
assumed
.906 -.00884 .07504
sensitivity Equal variances assumed .760 .02121 .06922
Equal variances not 
assumed
.759 .02121 .06899
sociocultural Equal variances
assumed
.780 -.02645 .09453
Equal variances
not assumed
.780 -.02645 .09439
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Independent Samples Test
t-test for Equality of Means
95% Confidence Interval of the
Difference
Lower Upper
multiscultknowledge Equal variances assumed -.28606 .05395
Equal variances not assumed -.28564 .05353
awarenessbarriers Equal variances assumed -.15682 .13915
Equal variances not assumed -.15741 .13973
sensitivity Equal variances assumed -.11580 .15821
Equal variances not assumed -.11535 .15776
sociocultural Equal variances assumed -.21356 .16066
Equal variances not assumed -.21328 .16038
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T-Test (“ Taken” and “First Taken” Groups)
Notes
Output Created 19-Apr-2011 15:00:41
Comments
Input Data E:\Total Score 1st time use only.sav
Active Dataset DataSetl
Filter <none>
Weight <none>
Split File <none>
N of Rows in Working Data 195
File
Missing Value Handling Definition of Missing User defined missing values are treated 
as missing.
Cases Used Statistics for each analysis are based on 
the cases with no missing or out-of-range 
data for any variable in the analysis.
Syntax T-TEST GROUPS = Group(2 3) 
/MISSING = ANALYSIS 
/VARIABLES = multiscultknowledge 
awarenessbarriers sensitivity sociocultural 
/CRITERIA = Cl(.95).
Resources Processor Time 0:00:00.000
Elapsed Time 0:00:00.000
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Group Statistics
Not Taken (Control) or
Taken N Mean Std. Deviation
Std. Error
Mean
multiscultknowledge Taken 61 2.7114 .46223 .05918
Original Taken baseline 69 2.8783 .59825 .07202
awarenessbarriers Taken 61 3.2607 .44345 .05678
Original Taken baseline 69 3.4372 .43452 .05231
sensitivity Taken 61 3.4096 .36720 .04702
Original Taken baseline 69 3.4396 .42200 .05080
sociocultural Taken 61 2.8398 .51743 .06625
Original Taken baseline 69 2.7950 .60385 .07269
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Independent Samples Test
Levene’s Test for Equality of 
Variances
t-test for Equality of 
Means
F Sig. t df
multiscultknowledge Equal variances
assumed
7.567 .007 -1.762 128
Equal variances not 
assumed
-1.790 125.821
awarenessbarriers Equal variances 
assumed
.008 .931 -2.289 128
Equal variances not 
assumed
-2.286 125.380
sensitivity Equal variances 
assumed
2.976 .087 -.430 128
Equal variances not 
assumed
-.434 127.972
sociocultural Equal variances 
assumed
2.391 .125 .451 128
Equal variances not 
assumed
.455 127.884
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t-test for Equality of Means
Sig. (2-tailed) Mean Difference
Std. Error
Difference
multiscultknowledge Equal variances assumed .080 -.16685 .09469
Equal variances not 
assumed
.076 -.16685 .09322
awarenessbarriers Equal variances assumed .024 -.17649 .07710
Equal variances not 
assumed
.024 -.17649 .07720
sensitivity Equal variances assumed .668 -.03005 .06982
Equal variances not 
assumed
.665 -.03005 .06922
sociocultural Equal variances assumed .653 .04478 .09929
Equal variances not 
assumed
.650 .04478 .09835
Independent Samples Test
t-test for Equality of Means
95% Confidence Interval of the
Difference
Lower Upper
multiscultknowledge Equal variances assumed -.35421 .02051
Equal variances not assumed -.35133 .01763
awarenessbarriers Equal variances assumed -.32905 -.02392
Equal variances not assumed -.32927 -.02370
sensitivity Equal variances assumed -.16819 .10809
Equal variances not assumed -.16701 .10691
sociocultural Equal variances assumed -.15169 .24125
Equal variances not assumed -.14983 .23939
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Correlations
Notes
Output Created 19-Apr-2011 15:04:50
Comments
Input Data E:\Total Score 1st time use only.sav
Active Dataset DataSetl
Filter <none>
Weight <none>
Split File <none>
N of Rows in Working Data 195
File
Missing Value Handling Definition of Missing User-defined missing values are treated 
as missing.
Cases Used Statistics for each pair of variables are 
based on all the cases with valid data for 
that pair.
Syntax CORRELATIONS
/VARIABLES = Age multiscultknowledge 
awarenessbarriers sensitivity sociocultural 
/PRINT = TWOTAIL NOSIG
/MISSING = PAIRWISE.
Resources Processor Time 0:00:00.015
Elapsed Time 0:00:00.017
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Correlations
**. Correlation is significant at the 0.01 level (2-tailed).
Participants Age
multiscultknowle 
dge
awarenessbarrier 
s
Participants Age Pearson Correlation 1 .007 -.039
Sig. (2-tailed) .923 .592
N 190 190 190
multiscultknowledge Pearson Correlation .007 1 .538"
Sig. (2-tailed) .923 .000
N 190 195 195
awarenessbarriers Pearson Correlation -.039 .538" 1
Sig. (2-tailed) .592 .000
N 190 195 195
sensitivity Pearson Correlation -.102 .443" .540"
Sig. (2-tailed) .160 .000 .000
N 190 195 195
sociocultural Pearson Correlation .100 .600" .425"
Sig. (2-tailed) .171 .000 .000
N 190 195 195
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Correlations
sensitivity sociocultural
Participants Age Pearson Correlation -.102 .100
Sig. (2-tailed) .160 .171
N 190 190
multiscultknowledge Pearson Correlation .443“ .600“
Sig. (2-tailed) .000 .000
N 195 195
awarenessbarriers Pearson Correlation .540” .425“
Sig. (2-tailed) .000 .000
N 195 195
sensitivity Pearson Correlation 1 .447”
Sig. (2-tailed) .000
N 195 195
sociocultural Pearson Correlation .447” 1
Sig. (2-tailed) .000
N 195 195
**. Correlation is significant at the 0.01 level (2-tailed).
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